A crucial link exists between the otolaryngologist and speech-language pathologist. In the Department of Otolaryngology-Head and Neck Surgery at Georgetown University Medical Center, patients with head and neck cancer, vocal fold paralyses, and benign voice disorders are seen by otolaryngology and referred to speech pathology for evaluation. Baseline digital audio recordings of speech and videostroboscopic recordings of cord motion are obtained with aerodynamic, respiratory, acoustic, and spectrographic analysis as appropriate. Speech pathology counsels surgical patients regarding expected speech, swallowing, and voice alterations following surgery. These patients are observed during initial post-operative swallows and assigned oral motor exercises to strengthen orofacial musculature. Patients with vocal fold paralyses and benign vocal lesions are seen by speech pathology of several sessions to teach compensatory cord adduction and improved vocal strategies. Speech pathologists arrange for patients who have undergone oral/laryngeal surgeries to provide psychosocial support to patients awaiting similar surgeries. The close relationship between otolaryngology and speech pathology provides the finest quality of care with the core of therapeutic education, support, and rehabilitation provided by speech pathology. Referral protocols, diagnostic assessments and treatment strategies for patients following laryngectomy, hemiglossectomy, supraglottic laryngectomy, vocal cord carcinoma, vocal cord paralyses, and benign vocal lesions will be discussed.
Instrumental evaluation is performed utilizing a systems approach. Baseline respiratory, laryngeal, resonance, and articulatory data are obtained to provide a comprehensive picture of how the patient coordinates these systems to attain phonation. If the patient complains that his/her voice is too nasal, nasality will be assessed during the evaluation.
A computerized spirometer is used to obtain inspiratory-expiratory flow rates on patients suspected of reduced respiratory capacities. If the patient fails this screen, a referral is made to pulmonary medicine for a standardized pulmonary function evaluation. Using spirometry on patients whose videostroboscopies revealed poor breath support has helped us to distinguish patients with respiratory compromise from those who simply fail to coordinate respiration with phonation. During conversation with the patient, the speech pathologist observes the patient's pattern of breathing, depth, and timing of inhalation and exhalation. Patients undergoing oral cavity or conservation laryngeal surgery are fed typically by a nasogastric tube and communicate primarily through writing. Typically seven to ten days following surgery, the otolaryngologist provides written consent for post operative speech and swallowing assessments. The speech pathologist performs a bedside dysphagia examination8) which includes an oral peripheral and oral reflex examination and trial swallows with pureed textures and/or thickened liquids. If the patient fails the bedside examination by demonstrating clinical signs of aspiration, a modified barium swallow or fiberoptic endoscopic evaluation of swallowing (FEES) is performed. FEES utilizes a fiberoptic nasoendoscope to evaluate aspects of the pharyngeal swallow in patients who are unsuited for a videof luorographic study9).
Management of Oral Cavity Cancer Restoration of speech and swallowing function after glossectomy or pharyngeal surgery appears to be dependent on the quantity and mobility of resid- 
